the answer to this, I wonder if engaging with the TCN itself could signal that people are making changes that would support less criminal justice system involvement (as opposed to the TCN leading to less criminal justice system involvement)? Please consider discussing this issue as a limitation/potential explanation for the findings.
-line 136-can you specify why you chose those dates? -line 168-I am not familiar with the term "greedy matching algorithm." Can you provide a reference? -line 181-can you specify which outcomes were specified a priori? -line 204-what does ZIP stand for? -did you calculate power/sample size? If not (and if the study has insufficient power), I suggest that you discuss this in the limitations.
Results: -I suggest that you specify in the Methods that you adjusted for specific variables in your regression models, and justify why you included specific variables. You should also specify in Table 3 which variables you adjusted for. Based on the content of the text and Table 3 , I don't understand the adjusted models that you developed and I think it would be helpful to clarify this information. Table 3 : -Related to my earlier comment, I am finding it challenging to interpret this table and the output. Can you clarify which components are from zero-inflated negative binomial models (current the bold row suggests the first 3 rows) and which are from logistic regression models? (notes indicate the columns for new conviction and parole violation). Also, in the footnotes, it says that for the zero inflation component, an OR>1 reflects a lower likelihood of the outcome in the experimental group. However, the OR is 0.38 (95% CI 0.16-0.93) for parole violation, which should mean a higher likelihood of a parole violation in the TCN group vs. controls, whereas in the text you say that you found that about a lower likelihood of a parole violation. Can you clarify? -Is the first row (TCN) the unadjusted association between group and the outcome, and then the model in the second row also adjusts for hospitalization days? Please clarify.
Discussion: -line 256-Isn't the mean difference in days for an individual 86 days (as per Table 2 )? That's almost 3 months, and I would say that is not a small difference. I wonder if I am not understanding these data, since for 240,000 people that would be much more than 140,000 days (240,000 x 86 days= >2,000,000 days) -line 272-is it possible that being able to demonstrate community supports and program participation would make a judge more likely to provide early release or community sentence? -I don't know the distribution of time to recidivism, but if it's highest right after release and then decreases, I wonder if starting the clock on release for the controls and at the time of TCN enrolment for TCN program participants would introduce some bias? Please consider discussing this as a limitation. Comment 1: Thank you for the opportunity to review this interesting and important paper. I think the paper needs more work to make it easier to understand the regression models that you used and the output in Table 3 .
REVIEWER
Response: We appreciate your specific comments and also have tried to make our regression models and output more intelligible. We have reformatted our -I think it would be helpful to specify in the Methods which variables were used for propensity score matching.
Response: We have included sentences that describe the variables used for the propensity score matching and the index dates: "The propensity score included 23 variables, which encompassed participants' past medical and incarceration history and service utilization. Main outcomes were reincarceration rates and days incarcerated in the first year from the index date, which was enrollment in TCN program and release from prison in the control group."
Location: Abstract, lines 41-8.
Comment 4: Background: I think the manuscript flow would improve if you shifted the last paragraph to the discussion, i.e. end the background with the objective, and then include content from the last paragraph in a discussion of strengths strengths/value in the discussion.
Response: We have made the improvements you suggested to the manuscript and moved the last paragraph to the discussion. Depending on the answer to this, I wonder if engaging with the TCN itself could signal that people are making changes that would support less criminal justice system involvement (as opposed to the TCN leading to less criminal justice system involvement)? Please consider discussing this issue as a limitation/potential explanation for the findings.
Response: The TCN program provides primary care to anyone released from a correctional facility with a chronic health condition or is older than 50 years of age. Health conditions include physical health conditions (hepatitis C, hypertension, diabetes), mental health conditions (depression, post traumatic stress disorder, schizophrenia), or substance use disorders (opioid use disorder). For this study, we excluded individuals who already had a primary care provider (i.e. already had established care in the community) or were moving out of the state. Individuals are referred to the TCN program by the correctional system prior to discharge, from community service providers, or identified through outreach of the community health workers. Thus, by identifying a control group that was equally sick (as measured by our propensity match) but living in a community without access to a TCN program, we are hoping to control for confounding by indication. Interestingly, individuals in the control group were equally likely to access primary care compared with the TCN group, but still had higher rates of parole and probation violations and longer stays incarcerated.
In response to the reviewer's comment, we have included sentences in the methods describing how people entered TCN programs. We have also included in our limitation section a sentence that indicates that there is still the possibility that the TCN group is more connected to social services outside of the primary care and this is what is associated with the lower incarceration rates: "Further, the use of propensity score to match also limits our ability to control for possible volunteer bias of participants in TCN. While we did find that engagement in primary care (percentage of participants with two or more visit in 12 months) was equal in both arms, it is possible that individuals in TCN program were more connected to community programs, which was why there was less criminal justice involvement. A randomized trial would be important to conduct to bolster our findings."
Location: Methods, lines 136-140; Discussion, lines 356-361.
Comment 6: -line 136-can you specify why you chose those dates?
Response: We chose those dates because this study was part of a larger multisite cohort study funded by the Centers for Medicare & Medicaid Innovation. We have added this to our manuscript.
Location: Lines 142-3.
Comment 7: -line 168-I am not familiar with the term "greedy matching algorithm." Can you provide a reference?
Response: We have included three citations below to describe greedy matching:
(1) Parsons LS. Reducing bias in a propensity score matched-pair sample using greedy matching techniques. Comment 8: -line 181-can you specify which outcomes were specified a priori?
Response: All primary and secondary outcomes were specified a priori of the study being funded. Response: ZIP stands for Zero-inflated Poisson. We have spelled this out and apologize for this oversight.
Location: Line 218-9.
Comment 10: -did you calculate power/sample size? If not (and if the study has insufficient power), I suggest that you discuss this in the limitations.
Response: We did a power calculation prior to the study being funded based on the outcomes of future days incarcerated and re-incarceration using existing statistics. Identifying statistics for this specific population was not precise, given that CT is a unified system and that data are not reported on an individual level but population level. According to the OPM Criminal Justice Policy & Planning Division Monthly Indicators Report in 2012, the mean length of stay for pre-trial inmates (Table 5a) was approximately 10 weeks for all individuals who were incarcerated in DOC, which is likely a shorter length of time compared with those who have had previous incarcerations. If we estimated that those involved in the Transitions Clinic Network program would spend 50% less time incarcerated (effect size = 35 days) compared with those in the control group, then the maximum number needed to recruit in each arm was N = 36 (β=0.05, two-tailed α=0.01). We also examined whether we had sample size to detect differences in re-incarceration rates. Location: We have included a brief description of this in our methods. Lines 203-8.
Comment 11: -I suggest that you specify in the Methods that you adjusted for specific variables in your regression models, and justify why you included specific variables. You should also specify in Table 3 which variables you adjusted for. Based on the content of the text and Table 3 , I don't understand the adjusted models that you developed and I think it would be helpful to clarify this information.
Response: We adjusted for length of time in the hospital for the criminal justice outcomes and time incarcerated for the healthcare utilization outcomes, since individuals who are incarcerated do not have opportunity to be hospitalized in the community and vice versa individuals who are hospitalized do not have the opportunity to be arrested or incarcerated. We have included this in the methods section and in That's almost 3 months, and I would say that is not a small difference. I wonder if I am not understanding these data, since for 240,000 people that would be much more than 140,000 days (240,000 x 86 days= >2,000,000 days)
Response: We thank the reviewer for her thoughtful comment because this has led to a recalculation of our estimate. As she noted, our previous estimate did not include a reflection of the average number of days incarcerated by the 240,000 individuals. However, we can not use the 86 days from our study as the national average of days incarcerated; in fact, the mean days incarcerated are quite variable between states.
So instead, we provide the estimated number of incarcerated days avoided if the control group had participated in the TCN program. From table 3, the incidence rate ratio for days incarcerated is 0.55 = e(-0.61). We calculate that more than 2300 days incarcerated would be spared if the control group had participated in a TCN program (94 x 45.9 days x 0.55= 2373 days.) The 45.9 days incarcerated are the mean days incarcerated among individuals in the control group (which is not presented in the paper); in table 2, we presented the mean number of days incarcerated among those who are reincarcerated. We have made this change in our manuscript.
Location: Lines 274-5.
Comment 15: -line 272-is it possible that being able to demonstrate community supports and program participation would make a judge more likely to provide early release or community sentence?
Response: Given the limits in our data, we are unable to demonstrate why TCN participants spent fewer days incarcerated, We have added a sentence to the discussion stating that future research should address the mechanism(s) by which TCN participants spent less time incarcerated.
Location: Lines 288-9.
Comment 16: -I don't know the distribution of time to recidivism, but if it's highest right after release and then decreases, I wonder if starting the clock on release for the controls and at the time of TCN enrolment for TCN program participants would introduce some bias? Please consider discussing this as a limitation.
Response: We chose the index date for those who were in TCN program as the enrollment date since we wanted the "time in the study" to reflect time they participated in the program. For individuals in the comparison group, we matched based on release date. The average days for TCN from release to enrollment is about 48 days. It is possible that starting "the clock" on release for the controls and at enrollment for the TCN group, would introduce bias. We acknowledge this as a limitation and have included sentences in our limitation section describing this. However, the majority of control group did not have an inpatient hospitalization, ED visit, or time incarcerated in jail until 48 days after their jail release dates (86% to 96% of control cases experience these negative events 48 days after being released from jail). So how soon they experienced hospitalizations, ED visits, and re-incarcerations after their release date did not seem to bias our conclusion. Response: This sample size of 94 comes only from the TCN site in New Haven, not the entire TCN cohort (N=751). In response to this reviewer comment, we considered increasing the control arm for better power, but ultimately decided to stick with 1:1 matching. A common concern regarding 1:1 matching is excluding a larger number of observations that could reduce statistical power or the analyses being skewed by very sick outliers. We were able to conduct our analyses without having to exclude but one TCN participant for whom we could not find a match. Further, as Cohen (1988) points out, precision of our outcome measurement is largely driven by the smaller group size, so if the treatment group remains the same size, the overall power may not change much even if the control group increases in size. In addition, the power increases when comparing groups that are similar verses groups that are quite different, because when the groups are more similar it reduces extrapolation and increase the precision. Smith (1997) provides an illustration where estimates from 1:1 matching have lower standard deviation than estimates from a linear regression, even though thousands of observations were discarded in the matching. For these reasons, we chose to match 1:1 since we were able to find high quality matches in the comparison group. Comment 2: What is the nature of the DOC scores and domains? Seems important to the propensity matching algorithm but we don't learn anything about the inputs or validity of these ratings. DOC risk scores in general are generally problematic and not well validated for health service research.
Response: The DOC scores and domains are ones that are used within the correctional facilities to provide a level of risk in terms of physical health, mental health, substance use, violence, and participation in gangs. The DOC uses these scores for a number of reasons, including placing individuals in certain correctional facilities (maximum security, medium security, and minimum security) and identifying individuals who will participate in certain DOC programming (work release, discharge planning). We absolutely agree that DOC risk scores are not well validated for health services research -in fact, we used data in Medicaid administrative claims data to match based on medical severity, because the DOC medical risk score did not approximately severity as measured by Charlson index. We did however, chose to include the DOC scores and domains because they are used to determine participation in various sorts of programming as well as placement in correctional facilities, which likely impact utilization and re-incarceration rates following release.
Comment 3: The modifiers for the causal relationships are proposed to be more drug treatment, more psychosocial, social, financial supports for TCNs...are these rates known over time and can they be reported, for instance % involved in opioid MAT, case management, % employed, etc?
Response: See response to reviewer 1, comment 15. We are unable to measure differences in case management, employment, and other potential drivers of differences that we observed, including primary care based treatment for drug use disorder. We did look at percent involved in methadone maintenance and there was no statistically significant difference between the groups (17% of those in TCN program were in methadone vs. 14% in the comparison group).
VERSION 2 -REVIEW

REVIEWER
Fiona Kouyoumdjian
McMaster University, Canada REVIEW RETURNED 15-Jan-2019
GENERAL COMMENTS
I think the revisions have strengthened the paper and it is now ready for publication.
REVIEWER
Joshua Lee NYU SOM / Population Health USA REVIEW RETURNED 29-Jan-2019
GENERAL COMMENTS
Revisions are clear and justified. No further criticisms or comments.
